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Chronic	The difficulties in the diagnosis of chronic mediastino-pericarditis have
mediastino-    already been discussed (see p. 266). Many of the physical signs in this
pencar i        Disease are also produced hy grossly enlarged hearts that are free
from external (or internal) adhesions. A previous history of acute peri-
cardial disease will be a significant point. Radiological examination
may disclose peaked projections from the cardiac shadow indicative of
adhesion of the parietal pericardium to lung or diaphragm.
9.-TREATMENT
(1)—Preventive
As pericardial disease is not a specific malady but has many causes,
there can be no specific prophylaxis. Prevention will therefore consist
mainly in the avoidance of those infections—principally rheumatism—
which most commonly produce it, and the careful and suitable treat-
ment of such infections when they have developed. Prophylaxis, such
as it is, is thus concerned with the avoidance of the infective rather than
the non-infective inflammations of the pericardium. No method is
known of avoiding the pericarditis of coronary thrombosis for example,
or the involvement of the pericardium in new growths. On the other
hand it is probable that the nature of the treatment may considerably
modify the course of acute and other forms of pericarditis, the more
acute the disease the more noticeable being the effect of treatment.
(2)—Treatment of Acute Pericardial Disease
(a) General
Acute pericardial disease is sometimes an incident in the course of
another malady. Thus in cardiac infarction or uraemia the treatment
is essentially that of the underlying disease. But very often acute peri-
carditis with effusion is the central feature of the illness and the adop-
tion of suitable treatment may make all the difference between recovery
and a fatal issue.
When pericarditis originates in rheumatic infection, the patient has
probably been confined to bed with arthritis or carditis before the
onset of pericardial involvement. If pericarditis is due to spread from
neighbouring infection, the patient will have been previously under
treatment for pflfeumonia or empyema. In other cases, as for example
when the disease arises from occult infection, the patient is soon
compelled to take to bed by the urgency of the symptoms. The patient
is kept at complete rest in whatever position or degree of recumbency
he finds most comfortable. If desired a firm support may be placed
across the bed so that a forward-leaning posture may be easily adopted.
Relief of It is necessary to relieve pain and restlessness, and for this purpose
pain	the subcutaneous injection of morphine sulphate J grain is most
efficacious. Almost the only circumstance in which this treatment
might be inadvisable is the coexistence of pneumonia at a stage later
than the third or fourth day. In such cases, if the degree of pain and

